The war on drugs will never be won, just as the war on cancer and the war on poverty will never be won; but what folly to fail to identify achievable goals, measures of progress, and strategy of action in the ongoing war. In each of these unwinnable wars great benefit (to both personal and public health) may be accrued from fighting on the right fronts. The challenge for the strategist is to direct the available resources so as to make advances on key fronts while guarding against damaging losses elsewhere.
Does injecting drug use really deserve to be included as one of the identified key areas? Considerations of health strategy have previously been distorted by prejudice and political sensitivities-and it is difficult to believe that the new association with HIV and AIDS will improve the clarity of vision. But we must now address the synergistic pathology of drug misuse and HIV,') and we have a right to expect more from a government which has described drug misuse as "the greatest peace-time threat to our nation"3 and HIV and AIDS as "the greatest new threat to public health this century."4 By 1986 official guesstimates were of 75000-150000 opiate misusers, half of whom were believed already to be injecting, plus a similar number of amphetamine injectors.' Like it or not, injecting drug misuse will have a profound impact on the future health of the nation.
For most diseases, there is a degree of stability in the extent of penetration through society. This is not true for either drug misuse or HIV infection, and the next few years present an opportunity to influence the rate and extent of spread of injecting drug misuse and HIV infection. Future generations will hold us accountable for the extent of our actions and inactions.
Why drug misuse should be a key area Injecting drug misusers already comprise the fastest growing group of people with AIDS in Europe.5 Between 1985 and 1989 the proportion ofdrug injectors among people with newly diagnosed AIDS in Europe rose from 15% to 36%, with the figure rising above 50% in some regions.6 In England we are fortunate that the epidemic began later than in other countries: hence we have an opportunity to identify targets and work towards improvements which reduce the speed and eventual penetration of HIV and many other future viruses. We missed the opportunity with hepatitis B virus. Are we going to miss it also with HIV?
The shortlist of possible key areas is considered according to three criteria: that the area is a major cause of concern, that there is scope for improvement, and that targets can be set. Drug misuse and HIV are clearly a cause for concern. The scope for improvement is striking when one considers that the most modest of modifications in human behaviour remain our most effective defence against the transmission of HIV (and hepatitis B and C viruses) among and beyond injecting drug users. But it is likely that it is in setting targets that this area is deemed to fail to make the grade, at least for the faint hearted. In fact targets can be set and are essential for a modem well planned strategy-I have outlined them later in this paper.
Are there sufficient opportunities for influencing the condition? Surely the nature of injecting drug use is such that it is a closet behaviour. Perhaps so, but sufficient opportunities already exist, even before its inclusion in a strategy document. General practitioners already see an estimated 6000-9000 opiate addicts every month.7 Pharmacists are asked for needles and syringes by an estimated 20 "chasing the dragon,"'" as were 50%o ofa local treatment sample in south London;' whereas elsewhere (for example, Edinburgh) injecting remained the only route.'6 ' It is this temporal and geographical variation which should inform the targets, the strategy, and the measures of progress. rehabilitation,'9 prevention,"9 and AIDS and drug misuse'2 have received both covert and overt endorsement from the government, and have become the blueprints for subsequent developments of services.
These reports provided a framework for the promotion ofinvolvement by general practitioners, backed up by a local drug service or community drug team in every district.404' Central funding initiatives from the Department of Health pump primed these developments-eventually to the tune of £17m annually. 42 With the AIDS and drug misuse reports, concern shifted from dependent addicts to injecting users-and simultaneously the sought after change in behaviour itself changed. "There is an urgent need for injecting drug users to travel hastily down the section of the road from 'injecting' to 'no injecting.' As a second best, they may make the journey from 'at-risk injecting' to 'safer injecting' insofar as the latter place may exist."43 From this new perspective, abstinence would perhaps be seen as just a variant on oral only use, but with uncertain robustness and representing an uncertain drain of resources.
In Scotland the early McClelland report identified essential components of a national strategy: "All drug misusers must be brought into contact... [with] a framework of service provisions which offer a comprehensive approach to the many complicated social, financial, legal, psychiatric and other problems which afflict many misusers"; "substitution prescribing is likely to be a necessary part of the means used to attract clients to services and to establish safer drug taking practices"; "practical steps must be taken to provide sterile injecting equipment to addicts who are unwilling to stop injecting"; "staff working with drug misusers will require adequate training and continuing access to sources ofexpert support...."4" The "end" becomes the reduction of HIV transmission among drug injectors and, through them, to the broader general public: the "means" becomes the refocusing of any and every possible point of contact with the injector.
Problems with implementation
Unfortunately, these blueprints contain goals but no specific targets Although The Health of the Nation never considers making social inequalities in health a key area, it acknowledges the effects of "social circumstances" and the "physical and social environment" on health and accepts that health varies "significantly" according to social and occupational group.' It even provides two examples. Given the usual official reticence on the topic this represents progress.
In his foreword Mr Waldegrave goes a step further: he accepts that remedial measures work. Providing financial support for certain groups and putting a decent home within the reach of every family is partly justified by "their relation to health." But the document backs down from the obvious next step: tackling social inequalities in health head on. Instead it counsels "tempering idealism with pragmatism" when confronting the challenge of the variations. "The Government does not believe there is any panacea-here or elsewhere in the world-either in terms of a full explanation or a single action which will eradicate the problem." Progress may be possible on three fronts: * Through the continued general pursuit of greater economic prosperity and social well being * Through trying to increase understanding of the variations and the action which might effectively address them * Through specific initiatives to address the health needs of particular groups.
In his valedictory report on the state of the public health the last chief medical officer wrote that low income, unhealthy behaviour, and poor housing and environmental amenities had the clearest links with the excess burden of ill health.2 At the press conference launching his report Sir Donald was more forthright, saying that health inequalities will be eradicated only by government measures to tackle poverty and improve the conditions in which people live. "While to specialists in public health the most attractive points of initial attack are health promotion initiatives to reduce risk factors such as smoking, poor diet, and physical activity, there is a limit to the extent to which such improvements are likely to occur in the absence of a wider strategy to change the circumstances in which these risks arise by reducing deprivation and improving physical environment."3 Social inequalities in health must therefore warrant further scrutiny as a possible key area.
Major cause of ill health
The Health ofthe Nation recommends judging candidates for key area status against three criteria. .How do social inequalities in health measure up? The first criterion is that the area should be a major cause of premature death or avoidable ill health in the population as a whole or among specific groups. Examining "burdens of disease"-mortality, morbidity, and cost -is one way suggested for identifying the most serious problems.
MORTALITY
A gap exists between the death rates of non-manual and manual workers for most causes of death in almost every age group, and the gap is widening (figs 1 and 24) . In 1981, 62 of the 66 "major list" causes of death in
